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Chapter 9

CANCER MORBIDITY AND MORTALITY

Cancer has been the second ranking cause of death in the United States
since 1937.  Reviewing the mortality statistics of those parts of the United
States which began relatively accurate reporting in 1900, (District of Colum-
bia and 10 states—the so-called Death Registration Area of 1900) it can
be seen that the number of cancer deaths per year has increased markedly
(Figure 1). After subtracting the part of the increase due to growth of
the population and the part due to increase in life expectancy or aging of
the population, there is still a residual increase of significant proportions.
While a part of this is undoubtedly due to improvement in diagnosis, most
observers agree that a true increase in the cancer death rate has occurred
during this time.

As general background information, it is useful to review the pattern of
cancer risks found in the population of the United States as compared with
the patterns in other countries. Segi has prepared systematic international
compilations of cancer mortality (317). These show that the United States
occupies an intermediate position in comparisons of death rates for all sites
combined: the age-adjusted rates for U.S. males and females are lower than
those in Austria and higher than in Norway and Japan (Figure 2). The
point to be stressed, however, is not the rank order of countries according
to over-all cancer mortality, but the differences in ranking for individual
sites (Figures 3A and 3B). Mortality statistics, cancer register data, and
collected series of pathological specimens are in general agreement in identi-
fying individual countries as having their own characteristic site patterns
of risk (146). Some of the more striking features in the United States are
very low risks for esophagus and stomach and moderately high rates for
urinary bladder; lung cancer mortality for males, while below the rates in
England and Finland, is well above those in Canada, Norway and Japan.

SOURCES OF INFORMATION

Information on morbidity and mortality from cancer in the United States
comes from three principal sources: mortality statistics prepared by the
National Vital Statistics Division of the U.S. Public Health Service, the large
central registries receiving reports on diagnosed cases in Connecticut (136)
upstate New York (112) and California (37), and the morbidity surveys
conducted in ten metropolitan areas in 1937-39 and 1947-48 {91) and in
lowa in 1950 (148). Each body of material has its virtues and weaknesses.
MOttality statistics report on the national experience and cover longer time
Spans than the specialized sources, but the diagnostic information in the
death certifications is less reliable and complete. Recent studies of medical
certifications have demonstrated that the quality of information for most
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Ficure 1.

Includes Maine, New Hampshire, Vermont, Massachusetts, Rhode Island, Connecticut,
New York, New Jersey, Michigan, Indiana, District of Columbia,

Sources: a. United States Census of Population: 1940, 1950, 1960,
b. Vital Statistics of the United States, Part I, 1940; Vol. 111, 1950; Vol II, Part B, 1960,
c. Gover, Mary. Cancer Mortality in the United States, Part I, Public Health Bulletin
248, 1939.

cancer sites can be regarded as good (91, 247), so that the problems in
interpretation are less formidable than those arising in studies of cardio-
vascular disease.

Completeness of reporting to the major registries is satisfactory and the
accuracy of diagnostic information is excellent, but the registers cover
only a limited number of areas. F ortunately, the registers in Connecticut
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AGE-ADJUSTED MORTALITY RATES FOR

CANCER - ALL SITES, IN 17 COUNTRIES
1958-1959. "

RATE PER 100,000
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FIcURE 2,

US. data age-adjusted to total population of the continental United States, 1950.
Source: Calculated from Segi, M., and Kurihara, M. (317).

and New York have been in operation long enough to provide reliable data
on incidence trends over the past two decades. The morbidity surveys for
194748 produced a comprehensive report on cancer incidence in large
cities with very good medical care facilities, but this information has not
been updated by resurveys.
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AGE-ADJUSTED MORTALITY RATES FOR CANCER OF
6 SITES IN 6 SELECTED COUNTRIES - MALES 1!
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Ficure 3A.
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U.S. data age-adjusted to the total population of the continental United States, 1950.

Source: Calculated from Segi, M., and Kurihara, M. (317).

The deficiencies in any single set of data should not be overstressed. Com-
parisons of the various sources indicate good internal consistency among
them and they usually lead to the same inferences on patterns of risk for
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